commensurate with the extent or seriousness of the lesion, as witness the intense pelvic discomfort of acute gonorrheal salpingitis contrasted with the painlessness of advancing cancer of the cervix. Since in the final analysis the interpretation of the cause of pelvic pain rests upon a proper evaluation of the patient's history and of the pelvic pathology, it would be futile to discuss pain as a symptom of pelvic disease without attempting to correlate this evidence with the findings upon abdominopelvic examination. In addition, since certain pelvic diseases may be present without giving rise to pain these also must be mentioned.
The purpose of this paper, then, is to review the possible lesions of the pelvic organs in which pain may be an outstanding symptom, together with those in which it plays a secondary role, especially in the early stages of disease. In connection with some of the lesions certain points in differential diagnosis will be mentioned, but no exhaustive discussion of this subject will be attempted.
During the reproductive period pain is frequently associated with certain anomalies of pregnancy. These possibilities will be considered first. Most familiar is the characteristically cramp-like pain located in the lower back and abdomen and associated with abortion. Vaginal examination of a patient who presents this symptom generally discloses a softened cervix, perhaps slightly dilated, and a uterus enlarged to the size found in a pregnancy of from one to three months' duration. Such pain, which is generally rhythmic, taken with the characteristic palpatory finding and a history of amenorrhea, usually leaves no doubt as to the correctness of the diagnosis. Never-theless, it is well to call attention to certain gestational anomalies which are associated with pelvic pain but which must be differentiated from uterine abortion. Thus, the problem of differential diagnosis arises in those patients who harbor a tubal pregnancy and in whom uterine bleeding is associated with the death of the extrauterine fetus. Here the amenorrhea will generally be found to be of shorter duration than in those in whom a uterine pregnancy exists. The uterus is softened and slightly enlarged and a sensitive, sausageshaped tube may be palpable. A biologic test according to the method of Friedman or of Aschheim-Zondek is sometimes of value. If positive, the test indicates that living chorionic cells are still in contact with the maternal tissues, but the result of the test is of no value respecting the location of the pregnancy. The solution of the latter problem rests primarily upon the skill and judgment of the examiner in determining the existence, and in interpreting the character, of any tubal mass adjacent to the uterus. A study of the uterine discharge may occasionally yield helpful information. When it is the result of a threatened uterine abortion the blood loss is usually more profuse and bright red, and clots may be present. On the contrary, when associated with an unruptured tubal pregnancy the uterine discharge is generally brown and scanty. It should be emphasized that, in those patients in whom the possibility of an unruptured tubal pregnancy outweighs that of a threatened uterine abortion, vaginal examination should be employed with the greatest care. This point is of real significance since cases are on record in which vaginal manipulations have caused the rupture of a thinned tube wall with fatal intraperitoneal hemorrhage.
Of the symptoms preceding tubal rupture or tubal abortion, pain is the most important. This may be only a gradually increasing feeling of uneasiness or of a definite soreness associated with a tendency on the part of the patient to relax the abdominal musculature. If contractions of the tube attempt to expel the product of conception through the fimbriated extremity, and bleeding into the peritoneal cavity begins, there may be increasing pain due to peritoneal irritation. When the blood loss decreases or ceases for a time, the patient's condition improves temporarily and the pain is definitely less severe. However, with recurrence of the bleeding there is a repetition of the symptoms and pelvic examination is likely to reveal a palpable mass of semicoagulated blood in the culdesac.
The pain synchronous with tubal rupture is generally stabbing or lancinating in character due to the tearing of the tube wall and to the outflow of blood into the peritoneal cavity. Associated with this symptom are abdominal distress and evidences of intraperitoneal hemorrhage, nausea and perhaps vomiting, increasing pallor, and elevation of the pulse rate. While the type of pain just described is that which is commonly met in association with ectopic gestation, it is well to recall that in certain cases of secondary abdominal pregnancy it is impossible, even after careful questioning of the patient, to determine exactly when the preceding tubal rupture occurred. Such a negative history is, of course, unusual. Again, there are patients in whom tubal rupture, associared with a profuse outflow of blood into the peritoneal cavity and a resulting subdiaphragmatic irritation, complain chiefly of exquisite distress in one or both shoulders. In these patients movement of the cervix may cause a recurrence of pain in the shoulder rather than at the site of the lesion, and unless the history of the onset of the symptoms is carefully studied the examiner may be easily deceived respecting the underlying source of the complaint.
Rarely, the evidences resulting from the bleeding corpus luteum of a normal pregnancy may so mimic those usually associated with a ruptured tubal gestation that a confusion of diagnosis results, as illustrated by the following history. A patient three weeks beyond her expected menstrual date entered the wards because of sudden sharp lower abdominal pain which came on while she was sitting quietly. The attack was accompanied by faintness and pain in the right shoulder. The uterus was slightly enlarged and softened, and a tender mass was palpable in the culdesac. A diagnosis of tubal pregnancy was made. Operation revealed a normal pregnant uterus accompanied by an actively bleeding corpus luteum and an accumulation of semicoagulated blood in the culdesac.
Myomata complicating pregnancy, even when large and multiple, are frequently without subjective symptoms. Nevertheless, pain may result from pressure of the myomatous mass, from circulatory changes associated with a twist of the pedicle of a subserous growth, or from degeneration or infection within the myomatous nodule. In the latter instance the prominence and tenderness of the nodule are increased by uterine contractions and the pain is generally well localized. In patients in whom pregnancy is complicated by the presence of a myoma the completion of labor does not necessarily indicate that all difficulties are passed, since the tumor may undergo gangrenous or other degenerative changes during the puerperium. Consequently, in a patient who harbors uterine myomata, the presence of abdominal pain and fever during the puerperium should direct one's attention to possible complications due to these neoplasms.
A relatively uncommon lesion giving rise to pelvic pain was presented by one of our patients in the early puerperium. Four hours after a normal spontaneous delivery, during which the patient had refused both analgesia and anesthesia, the woman complained of excruciating pain low in the pelvis and particularly in the vicinity of the rectum. Abdominal examination showed the uterus well contracted and movement of the organ was unassociated with discomfort. The lower quadrants showed no evidences of intraligamentary hemorrhage. There had been no perineal laceration and examination of the perineum was otherwise negative. However, rectovaginal examination showed a firm and exceedingly sensitive protuberance, approximately five centimeters in length, fo the immediate right of the rectum and extending downward to the pelvic floor. The diagnosis was made of a hematoma due probably to a rupture of a hemorrhoidal vein. There was no evidence of ensuing shock or of increasing anemia, and consequently no active treatment was employed. Within twelve hours the excruciating pain had ceased and the general condition had improved. There was no recurrence of the symptom and the perirectal mass gradually became smaller and finally was no longer palpable.
Earlier in the paper it was stated that, as a symptom of pelvic disease, pain may be deceiving, and that its absence does not necessarily mean that the pelvic structures are free from pathology. We recognize myomata of the uterus as the most common benign neoplasms involving this organ, yet apart from pregnancy we frequently see women with large subserous masses extending well above the pelvic brim who have so accommodated themselves to the presence of the tumor that they complain of little beyond a sensation of weight and pressure. However, if one of the neoplastic masses lies in the lower anterior wall and extends downward beneath the bladder, there may be symptoms referable to the latter organ, and if the myomatous uterus is retroverted, pressure of the displaced cervix upon the vesical end of the urethra may give rise to urinary retention. Again, a myomatous uterus, previously free of symptoms, may cause pressure and pelvic pain due to the increasing enlarge-ment associated with an early pregnancy. Likewise, pain may arise as a result of malignant or benign degenerative changes in the myoma or from the attempts of the uterus to expel a submucous nodule which projects into the uterine cavity. Similarly, pain will result from the circulatory changes involved in those subserous myomata in which rotation of the tumor is associated with a twist of the pedicle. On the other hand, well-preserved myomata, which are so situated as not to cause pressure upon surrounding structures or to undergo rotation, are less likely to give rise to pain.
Unfortunately for the patient, pain is not an outstanding symptom of early cancer of the cervix or of the body of the uterus. If, as was stated by Ernst Bumm, malignancy of the cervix caused discomfort comparable to that arising in a decaying tooth, cancer would be seen at an earlier stage today. It is hardly necessary to add that pain plays no role in the early diagnosis of malignancy of the uterus or to state that the symptom when present generally indicates that the malignant lesion has so extended as to be scarcely amenable to any therapeutic measure.
Non-adherent ovarian neoplasms may be associated, among other symptoms, with an ill-defined distress in the lower abdomen, or they may be unaccompanied by any well-defined symptoms and discovered only upon a routine physical examination. If the cystic tumor is situated within the leaves of the broad ligament, as is a parovarian cyst, there may be dull pain in the lower abdomen, back, or thighs due to an increase in size of the confined tumor. Rarely, however, there are no symptoms until, as a result of growth, the cyst rises above the pelvic brim. Carcinoma of the ovary is said to be the most insidious malignant neoplasm of the generative tract, yet it usually fails to come under observation until the patient is incurable.
The accidents and complications which are sometimes associated with ovarian neoplasms give definite evidence of their presence. Thus, the infection of an ovarian cyst, more common after tapping, torsion of the pedicle, trauma, or intracystic hemorrhage, gives rise to symptoms suggestive of an ovarian abscess. If the presence of the cyst has been recognized previously, it will now be found to have become exquisitely tender, while pain is present in the pelvis or the abdomen. These changes are commonly associated with rigidity and spasm of the abdominal musculature and an elevation of temperature, together with other general symptoms.
Acute torsion of the pedicle is a relatively frequent complication when the ovarian tumor is of moderate size. When twisting takes place slowly or is partial, there are usually recurrent attacks of moderate pain, but when it occurs suddenly the resulting pain is acute and severe. The affected tumor usually is found to have iilcreased in size and to have become exquisitely tender, and such changes in size and sensitiveness may be associated with nausea and vomiting.
Likewise, rupture of an ovarian cyst is accompanied by sharp pain in the pelvis or lower abdomen associated with a diminution in the size of the tumor, the occurrence of free fluid in the peritoneal cavity, and sometimes intra-abdominal bleeding suggestive of the rupture of a tubal pregnancy.
Perhaps the most common cause of pelvic pain in women is acute or chronic pelvic inflammatory disease. This lesion may be gonococcal in origin or follow an intra-uterine infection associated with abortion or a full-term delivery.
Gonorrheal infections usually travel by continuity from the uterine cavity along the mucous membrane of the tube, and the latter structure, together with the pelvic peritoneum, may show notable pathological changes. There is little likelihood that the general peritoneum will be involved, since ordinarily the infection is confined to the pelvis. The associated pain is generally sharp and present in the lower abdomen upon one side of the pelvis, or often upon both. There is rigidity of the lower abdominal musculature and complaint upon abdominovaginal palpation of the adnexal regions and upon movement of the cervix. In the acute stage of the infection adnexal masses may be impalpable.
Postabortal or postpartum infections are commonly due to the streptococcus, staphylococcus, or the colon bacillus, and since in this type of infection the track of pelvic extension is primarily through the lymphatics or veins of the uterine wall the pelvic cellular tissue is usually involved. There are, of course, the usual general evidences of infection. In some patients pelvic pain is slight; others complain of discomfort in the lower abdomen which may be worse upon one side than upon the other. Abdominopelvic examination reveals a varying degree of sensitiveness and induration upon lifting the cervix or palpating the broad ligaments.
The symptoms of pelvic abscess are similar to those of pelvic inflammatory disease. When the abscess is acute there is pelvic and lower abdominal pain, and the patient may lie with her knees drawn up. The facial expression is one of distress. Abdominovaginal examination usually reveals a semifluctuant mass, bulging of the culdesac, and exquisite tenderness upon palpation.
Chronic pelvic inflammatory disease includes the residual pathological changes in those organs previously the site of an acute infection. Such changes are usually associated with pain, in one or both quadrants, which tends to be increased by exertion or constipation. Now and then vesical symptoms are present and, particularly if the diseased adnexa have prolapsed into the culdesac, pain occurs upon intercourse. In some patients there is in addition a secondary dysmenorrhea. Bimanual examination commonly reveals the presence of unilateral or bilateral masses.
The symptoms of tuberculous salpingitis may be in no way distinctive, and, even though both tubes are involved by the infection, there may be no complaint of pain. On the contrary, pain referred to the lower abdomen may be an outstanding symptom. Perhaps the most common clinical indication is the persistence of the pain and fever of the usual type of salpingitis beyond the ordinary time. In the absence of a history of a previous gonorrheal infection or of an infected abortion, a salpingitis arising in a young woman leads one to suspect the presence of a tuberculous infection, particularly if there are evidences of infection elsewhere in the body.
Endometriosis may be evidenced by acute attacks of pelvic pain, or by an acquired dysmenorrhea, associated with the presence of what appears to be an ordinary subserous or interstitial myoma of the uterus. Pain preceding or during menstruation is particularly severe and is attributed to an increase of tension brought about by the cyclic activity of the misplaced endometrium within the myomatous tumor.
In a recent communication Virgil Counseller* stresses the importance of studying the situation, projection, and distribution of pain produced by the lesion in question. He believes that an analysis of the distinctive symptom frequently indicates certain features which aid in diagnosing the location and the extent of the disease. If dysmenorrhea has not existed previously but is acquired, and if it becomes progressive, invasion of the uterine wall by endometrial tissue should be suspected. The pain then becomes of a more pro-* Counseller, V. D.: Endometriosis. Surg., Gynec., & Obstet., 1940, 70, 848. longed visceral type. However, Counseller has observed that if the misplaced endometrium is outside of the uterus itself, the pain is more likely to be of a different character. Thus, endometriomata of the round ligament produce pain which is referred to the groin and underside of the thigh. This pain is purely somatic in type, since the parietal peritoneum is involved. Lesions of the rectosigmoid juncture cause distress which is referred to the anus and, when the endometrioma involves the mucous membrane of the rectum, there is a desire to defecate. Many instances of more or less indeterminate right-sided pain are due to lesions of the urinary tract. A careful history, together with a cystoscopic examination, will be helpful in differentiating the origin of the symptom, and light may be thrown upon the problem when the pelvic organs are normal but the ureters, palpable through the anterior vaginal vault, are revealed as tender cords about the thickness of a lead pencil.
In patients who have undergone a previous gynecological operation and who complain of pelvic pain associated with gastro-intestinal symptoms the possibility of adhesions between the site of the former operation and the intestinal tract must be considered. Such a complication may arise in those patients in whom, following a salpingooophorectomy, the points of amputation have been improperly peritonealized.
The symptoms of uncomplicated retroflexioversion of the uterus are not constant, but they may include backache and a sense of heaviness in the lower abdomen. Nevertheless, there are patients in whom the malposition is symptomless, as for example when the anomaly is congenital. For these reasons when backache occurs in the presence of a retroflexioversion, the back itself should be carefully examined since it is generally agreed that lumbosacral discomfort is rarely due to reflexes from pelvic disease but, more likely, is the result of sacro-iliac luxations or of lumbosacral strains. In some patients with backache the uterus is retroverted but non-adherent, and the question arises whether the misplacement of the organ contributes to the patient's complaint. The latter query can often be answered by bringing the uterus forward and holding it temporarily in anteflexion by means of a pessary. If the pain is unrelieved by this procedure, it will probably not be lessened by surgically suspending the uterus, and the examiner should look elsewhere for the underlying cause of the patient's complaint.
Pelvic pain, occurring near the middle or during the latter part of the menstrual cycle, is commonly due to intraperitoneal bleeding associated with rupture of a graafian follicle or of a corpus luteum, which may have undergone cystic formation. The symptom may also depend upon hemorrhage into such a cyst with subsequent distension of the structure. If the right ovary is involved and there is but slight intraperitoneal bleeding, the abdominal symptoms may simulate those of appendicitis, with which the pelvic lesion is frequently confused. In this connection it will be helpful to recall that when the symptoms are associated with the ovarian disturbance in question their onset is definitely related to the menstrual cycle. Although vomiting is sometimes present, in the milder cases the vital signs show little deviation from normal. Pain commonly begins below McBurney's point, is generally limited to the right lower quadrant, and is sometimes accompanied by a brownish uterine discharge. Vaginal manipulation of the uterus may be associated with pelvic pain more characteristic of a local lesion than of appendicitis, while digital exploration of the lateral fornices will perhaps reveal the presence of a sensitive adnexal mass or of an enlarged ovary.
Some women complain of pelvic discomfort during the initial gynecological examination when a hypersensitiveness of the pelvic peritoneum may seem to exist. Thus, pressure directed toward the uterus or the ovarian regions may elicit lively complaints, while real pain may be stimulated if normal ovaries placed low in the pelvic cavity are too vigorously palpated.
Finally, there are patients who present local symptoms even in the absence of any palpable pathology of the pelvic structures. Occasionally such individuals belong to the group of psychopathic personalities who assume pain as a means of escape from some unpleasant domestic or personal association. When the results of the history and the examination suggest that such a situation exists, consultation with a mental hygienist is frequently helpful.
In other instances no palpable anomaly of the pelvic structures can be discovered in spite of what appears to have been definite pelvic pain existent over a long period. Likewise, urological, ortho- pedic, and other examinations may be negative and the patient's mental outlook may be apparently normal. Although confronted with these findings, the question respecting the justification of an exploratory laparotomy may yet arise. Given such conditions the decision must rest primarily upon a careful analysis of the history in the individual case. Occasionally when the pelvis is explored there will be found filmy adhesions which were impalpable but nevertheless adequate to account for the patient's discomfort, and the division of these adhesions will commonly bring relief. In a small percentage of patients exploratory laparotomy done as a last resort, after an exhaustive study, fails to discover any definite lesion which will adequately clear the symptoms in question.
In conclusion, although pain of a distinctive type may be associated with certain pelvic lesions, as, for example, endometriosis, this symptom is often illusory. When present it is of importance as a sign-post, directing the examiner's attention to the possible presence of pathological changes in the generative organs. By contrast, the intensity of pelvic pain is not necessarily commensurate with the seriousness of the lesion, nor does its absence certainly eliminate the presence of disease. It is stressing the obvious to note that it has I1o part in the diagnosis of early uterine malignancy. As a symptom, therefore, pain should be rejected as a sole means of diagnosis, but accepted as one of the aids to be employed in arriving at a conclusion respecting whatever disease is present, and interpreted in conjunction with a carefully taken history and a thorough study of all the pelvic structures.
